Tako-Tsubo cardiomyopathy in a patient with schizoaffective disorder and severe hyponatremia by Diakogiannis, Ioannis et al.
Case  Report 
 
Corresponding author: Karavelas Vagelis, St, Kyriakidi 1, 3rd Psychiatric Dep, A.H.E.P.A. Hospital, TK 54636, Tel. 2310 
993167, 6944 466461, fax. 2310 948931, e-mail: vkaravelas@yahoo.gr 
Tako-Tsubo cardiomyopathy in a patient with schizoaffective disorder 
and severe hyponatremia.  
 
Ioannis Diakogiannis¹, Vagelis Karavelas1, Georgios Efthimiadis2. 
 
1 3rd Psychiatric Dep, A.H.E.P.A. Hospital, Aristotle University of Thessaloniki 
2 Cardiology  Dep, A.H.E.P.A. Hospital, Aristotle University of Thessaloniki 
 
 
ABSTRACT:  We report a case of Tako-Tsubo cardiomyopathy, which causes a reversible malfunction of the left 
ventricular apex, diagnosed on a female inpatient in the psychiatric clinic with schizoaffective disorder and severe 
hyponatriaemia. After the proper treatment in the coronary unit and the psychiatric clinic, the heart function returned to 
normal and the psychotic episode was remitted. The early diagnosis and the cooperation of psychiatrists and cardiologists 
is considered necessary 
 





Tako-Tsubo Cardiomyopathy (TTC) is a syndrome 
that was firstly described in Japan in 19911. The 
name originates from the Japanese words ‘tako’ and 
‘tsubo’ that means ‘octopus trap’ because of the 
characteristic immobility of the left ventricular apex 
of the heart muscle (LV). It is a form of reversible 
systolic dysfunction of the LV accompanied by 
alterations in the ECG resembling a myocardial 
infraction, in the absence of obstructive coronary 
disease2 seen almost exclusively in women after 
menopause3. The syndrome’s occurrence is related 
with both physical and mental stress factors4. The 
most frequent symptoms and signs are anginal pain5, 
dyspnea6, elevations of the ST-segment5 and 
biomarkers of cardiac ischemia (high levels of 
troponin, CK-MB and BnP in the blood plasma)7. 
Recently, Mayo Clinic suggested the following 
criteria for the diagnosis of TTC7: 
1. Transient hypokinesis, akinesis or dyskinesis 
of the left ventricular mid-segment, with or 
without apical involvement. The regional 
wall-motion abnormalities extend beyond a 
single epicardial vascular distribution. 
Preceded stressful trigger is common, but not 
always present. 
2. Absence of acute coronary disease or 
angiographic evidence of acute plaque 
rupture. 
3. New ECG abnormalities (either ST-segment 
elevation and/or T-wave inversion) or 
modest elevation of cardiac troponin. 






Fifty years old, female, in the menopausal phase, 
with a history of schizoaffective disorder according 
both the ICD-108 and the DSM-IV-TR9, was 
admitted in the psychiatric clinic complaining for 
auditory hallucinations, depressed mood and severe 
anxiety. The symptoms had appeared 10 days before 
admission. At that time her daughter announced that 
she was planning to go abroad for studies.  
On admission, routine laboratory investigation 
revealed severe hyponatremia (Na=106mEq/L). The 
patient reported that during the last week she was 
consuming about 8-9 liters of water per day, thus so 
the low sodium levels were attributed to psychogenic 
polidipsia. The ECG showed elevation of the ST-
segment at V1-V2 leads and T-wave inversion at V3-
V6 leads in the absence of relevant clinical picture. 
After the liaison with the Cardiology Department, the 
patient was transferred to the Coronary Unit (CU). 
The new blood screen revealed a small rise of the 
plasma troponin levels (0.31) and high rise of the 
BnF levels (1924). The cardiac ultra-sound scan 
showed immobility of the left ventricle (LV) (Fig.1). 
The coronary angiography did not reveal stenoses of 
the coronary vessels and was negative for obstructive 
angiopathy.  
The patient was treated with intra-venous NaCl 0,9% 
and b-blockers. At the same time she continued her 
treatment with valproate, haloperidol and lorazepam. 
One week later the ultra-sound heart scan was 
repeated. The mobility of the LV was improved and 
40 days after admission had been fully reversed. The 
diagnosis of Tako-Tsubo Cardiomyopathy was set 
then. The patient staid in the CU for 7 days and was 
released from our clinic 40 days after admission with 
her psychotic episode in full remission.  




The prognosis of TTC is excellent. The function of 
the LV was fully restored in 98,9% of the recognized 
cases that were originally hospitalized for non 
cardiologigal reasons3. The stressful event (physical 
or emotional) that precedes the syndrome’s 
occurrence is a point of reference for its recognition7, 
although psychological stress factors are not always 
necessary for its development. The syndrome seems 
to be related with over secretion of cateholamines. 
Disturbance in the regulation of the intracellular 
Ca2+, micro vessel spasms and metabolic disorders of 
fatty acids, seem to be important as well. Recent 
data, suggest that hyponatremia might cause the 
occurrence of the syndrome, especially if it is related 
with mental illness. Hyperactivity of the sympathetic 
nervous system may be a predisposing factor as well 
as comorbidity  with anxiety disorders10. Chronic 
psychic stress is a predisposing factor while acute 
stress might trigger the occurrence of the syndrome11. 
Depression, psychotic and manic symptoms may also 
lead to TTC12. The suggested treatment includes 
controlling the mental symptoms along with the 
cardiological issues. 
Tako-Tsubo Cardiomyopathy is related with somatic 
and psychic stress. Many of the risk factors for the 
occurrence of the syndrome are common in patients 
with mental illness. Thus the early diagnosis and the 
collaboration of psychiatrists with cardiologists is 
necessary for the treatment and critical for the rapid 
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Μυοκαρδιοπάθεια Tako-Tsubo σε ασθενή με σχιζοσυναισθηματική 
διαταραχή και σοβαρή υπονατριαιμία 
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ΠΕΡΙΛΗΨΗ:  Παρουσιάζουμε περιστατικό μυοκαρδιοπάθειας Tako-Tsubo, σύνδρομο που προκαλεί αναστρέψιμη 
δυσλειτουργία της κορυφής της αριστερής καρδιακής κοιλίας, σε ασθενή με σχιζοσυναισθηματική διαταραχή και σοβαρή 
υπονατριαιμία, νοσηλευόμενη στην ψυχιατρική κλινική,. Μετά από την απαραίτητη φροντίδα (στην καρδιολογική και 
στην ψυχιατρική κλινική), η καρδιακή λειτουργία αποκαταστάθηκε πλήρως και υφέθηκε το ψυχωτικό επεισόδιο. Η 
έγκαιρη διάγνωση και η συνεργασία ψυχιάτρων και καρδιολόγων  για την αντιμετώπιση του συνδρόμου  κρίνεται 
απαραίτητη. 
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